I
n the past decade, evidence has shown that adverse events, including errors, occur frequently in health care. An adverse event is defined by the Canadian Patient Safety Institute as "harm that results from an unexpected and unintentional occurrence in health care delivery." Some adverse events are preventable -these events can be called errors. Some errors do not cause harm to patients, either by chance or because the error was corrected before harm could occur; these are called near misses. Studies from multiple countries, including a Canadian study by Baker and colleagues, [1] [2] [3] have estimated that adverse events affect up to 7.5% of patients admitted to acute care hospitals. Baker and colleagues estimated that 37% of those adverse events could be considered preventable. 1 In response, leaders in the patient-safety movement have called for the system defects that underlie most errors to be corrected, as well as improvement in the recognition and reporting of errors and the disclosure of harmful errors to patients and their families.
Disclosing errors to patients is challenging for both physicians and health care institutions. 4 Recent studies suggest that harmful medical errors are infrequently disclosed to patients and, despite a malpractice environment that is less onerous than in many countries, Canadian patients are no more likely to be informed about harmful errors than patients elsewhere.
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Rationale for disclosure of medical errors
Physicians and health care institutions should support disclosure of harmful errors for both ethical and practical reasons. There presently is no consensus about whether to disclose near misses. From an ethical standpoint, patients require information about errors to make informed decisions about subsequent treatment. Thus, disclosure can be viewed as a part of the informed-consent process that enhances patient decision-making and autonomy.
9 Disclosing errors also upholds the physician's ethical duty to tell the truth in the fiduciary physician-patient relationship. Although open communication with patients about errors is currently not a common practice, recent history suggests that the medical profession can improve its truth telling. Decades ago, patients were rarely told about serious diagnoses such as cancer, but in 2007 open disclosure of such information is standard. From a practical standpoint, research has demonstrated that patients want full disclosure of harmful errors but worry that health care providers will not do so. 10 Finally, disclosure of errors, including near misses, creates an opportunity for patients to become part of quality-improvement efforts and can lead to improved patient outcomes.
11 Patients can provide valuable insight and perspective about preventing future errors.
Despite the potential benefits of and the ethical rationale for disclosure, there is a "disclosure gap" between what patients want and what health care professionals commonly provide after an error has occurred. A 2002 survey found that disclosure of errors occurred in less than one-third of cases, falling short of patient expectations.
5 New research is shedding light on the factors that influence disclosure. A recent survey of physicians and surgeons in Canada and the United States suggests that the external malpractice climate may have less impact on doctors' attitudes toward disclosure than previously thought. Despite the considerable differences between the malpractice climates in the United States and Canada, doctors in both countries had similar attitudes toward disclosure. 6, 12 For example, the likelihood that a physician would support disclosing a serious or minor error to a patient was the same in both countries, despite the fact that Canadian physicians were far less worried about whether they were likely to be sued personally. In addition, physicians in both countries reported that they would provide similar information to the patient about the error, how it happened and what would be done to prevent recurrences.
Even when individual physicians favour disclosing errors that cause harm to their patients, additional barriers exist at the level of health care institutions, malpractice insurers and national health policy. In addition, few physicians receive any training in disclosing errors. However, important changes are happening to eliminate or reduce these barriers in Canada and in other countries.
Recent changes that support disclosure
Recent organizational, regulatory and legal changes support the disclosure of medical errors. The 2004 Canadian Medical Association Code of Ethics specifies, "Take all reasonable steps to prevent harm to patients; should harm occur, disclose it to the patient." 13 The Colleges of Physicians in many provinces have similarly endorsed disclosure of adverse events. The Canadian Medical Protective Association endorses disclosure and offers disclosure-training workshops for physicians. 
Impact of disclosure on legal outcomes
Concern about whether disclosing medical errors increases malpractice claims has been one of the main barriers to disclosure. Although concern about malpractice is a barrier in both Canada and the United States, it has been particularly important in the United States. Malpractice insurance premiums have increased substantially in the United States, and affordable liability insurance is unobtainable in certain geographic areas and specialties.
19 As a result of this "malpractice crisis," some insurers and health care institutions have designed innovative programs that have challenged the conventional wisdom that disclosure will increase medical malpractice claims. Both the Veterans Affairs Medical Center 20 in Lexington, Kentucky, and the University of Michigan Health System 21 have developed programs to fully disclose errors and to provide appropriate financial compensation without patients having to file a malpractice claim. COPIC, a large Colorado malpractice insurer, has also implemented a program that encourages full disclosure and provides patients with no-fault compensation.
22 These organizations have all reported that these programs had a beneficial or neutral effect on their litigation experiences. The relative effect of disclosure versus compensation on the outcome of litigation is not possible to assess and the research is not definitive; however, there is emerging evidence that the number of malpractice claims may either stay the same or decrease after implementation of open-disclosure policies accompanied by financial compensation in appropriate cases.
What is required for high-quality disclosure?
Disclosing medical errors to patients may sound straightforward; however, it is actually a very challenging communication task. Most physicians have never been trained in what to say and how to say it. Research indicates that patients want to understand what happened and the implications for their care, and they want to receive a genuine apology from the physician. In addition, patients want to know that the health care professionals and the system will learn from the error to prevent a recurrence. 10 Physicians need training about how to conduct an effective disclosure conversation. Educational programs, particularly those that incorporate standardized patients, can be effective for teaching physicians these skills.
23
Institutional support is also needed for effective disclosure. It is essential that senior leaders in hospitals, including chief executive officers and board members, take responsibility for regularly reviewing medical errors and for creating policies related to disclosure. Progressive organizations are developing training courses for staff and providing roundthe-clock services to coach staff when disclosure is required. Despite a growing number of educational programs in Canada and elsewhere, there is little research on the effect of such programs on the skills of health care professionals, patient satisfaction or other outcomes.
Conclusion
The patient-safety movement has highlighted the importance of disclosing medical errors, and many organizations are developing policies and procedures to support these efforts. In Canada, new laws and guidelines are rapidly being developed. Australia, the United Kingdom, New Zealand and the United States have somewhat more experience in implementing programs to help health care professionals meet the challenge of disclosing medical errors. [24] [25] [26] Physicians now have an opportunity to change the historical paradigm of never discussing medical errors with patients. The environment is clearly changing toward supporting physicians in effective and full disclosure. We anticipate that in the near future disclosing medical errors will be a routine part of medical care, allowing honest communication between health care professionals and patients, and facilitating quality improvement when things go wrong.
This article has been peer reviewed.
Competing interests: None declared.
Canadian views about disclosure
• Canadian and US physicians have similar views about disclosure, despite different malpractice environments • The Canadian Medical Association endorses disclosure • The Canadian Medical Protective Association supports disclosure and offers training workshops • The Canadian Patient Safety Institute, in collaboration with stakeholders, is developing disclosure guidelines • Manitoba and Quebec have adopted laws that require disclosure of adverse events to patients • British Columbia has adopted a law that prevents an apology from being considered an admission of liability
